APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
HTEMEA ¥ SEEA urEy (vamRm TEWe) T Ty T
oundation
APPLICATION Ho. uum‘mu DATE : Beidig inch of Iy
w3032 4 [2gep '1%1'1}:.5 :
MAME of APFLICANT mrﬁmm -7
HPiCE Wt wm
S dolammnrg. €3 F
FATHER SIBPOUSE'S NAME : ——
Fevages % Wit et wWeym
J PRESENT RESIDENCE ADDRESS ST P
i . " i
= ] L r "
PERMANENT :
L8N oy [ ANENT RESIDENCE ADORESS b e o P PEJS'[‘OP
3RgOR Sy
OGCUPATION -
VPTG tY] € o P [Dm/ﬁ MARRIED (I ~ONMARRIED | ssfimiion)
TOTAL ANNUAL INCOME - E @ 7 (AW Proof of Income)
F7 i sm —— (36 %1 T )
BAN No, w1l = WE
\ _,le YOU AN INCOME TAX ASSESSEE (Tick whichavar % applicabio] Yes ) No
A A w T k(A W= i oge W e G m T /
FAMILY DETAILS vt oy
S¢. No, Wame of Family Mermbor Age (Years) Gendar Relation with Appiicant
F HEm ¥ W W T W (") tam 9T § o Sy
———>
'u-l"'-/-
BASIS for REQUESTING ASSISTANCE (Tick whichever Is appicabia)
e % fm et s
BPL Card . .
[Avwch Card Copry) ;mi."‘g.%ﬁ"“uﬁ“éw :R"m'“’ﬁ:'::fb'}] Wmm
wou T w99 w5 A TR i
(v 73 W ww WS wh (v % o o e w6 nM;:: el By
‘T “PURPOSE" for REQUESTING ASSISTANCE:
w6 et o T W agg
S Noo Medical Emmﬂnnmﬂl Antached
e s 3 il W o wiere q T
L]
| i "
EE— | AT W Y; 23Vl e P S 7T T
6 7 Pz
GO Sesa 7/ Y E (b + Pl g,
L
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
T I R W W T W e s we R e o e
5r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y " 3= TEM W I it = wwren oelt




DECLARATION by APPLICANT. Smits pm wvw ¥3:
1rmm that all details in this Form are True to fihe Best of my knowledge. Any fatse statament will render mry Agplication & ongoing essistance, If any,

E]IMWMMMWJWMMFMMIW.MMMMMMW' as stated in this Form, for which such assistance
was requesied by me

3) | haraby confirm that | hsvee not & will not in futurs. avad of reimborsemant. in part or in full, from afty cther sourca/employadfinsurance company. of the amoun
for which this assistance ik requestad

nﬂmﬂ{hwmﬂﬁiﬂwmﬂﬂwﬂimmtﬂﬂlhﬂiﬂmummmmttﬂmﬂmdtﬂil
1}ﬂiwimm'dﬂmm'.ﬂH!uﬂt,mwhﬂﬂnlhqﬂiﬁfm'ﬂ.iw'mﬂwwh
nﬂﬁmiﬁ:ﬁamnnwﬂd*ﬂt.ﬂrﬂhwaﬁsummMmeﬁﬂadhtﬂuﬁﬁ-iﬁm
AGREEMENT by APPLICANT ( sires g7 W)
1|E',mmmyﬁqm1uea!mumhunprwsionmumme.Iqﬁnﬁmt}hawW&IMWWFMMMH'!TMU
usaipublishiput wpiteproduce my name, address, photo & defars of the "purpese”, fof which suth assisiance s requosiedigranted, Through any
matdiien, Inelutding but not limited 1o verbal, prinl. slacironic, tor soliciting donstions for Koshika Foundation andiot disseminating information about i's
mh:ﬂwmm.Suchunuimy_pi-mul.uqmumnhemmhyuum:rmmmumlﬂurmvaNWdhw‘
for which gssistance is baing requested
2||Ewmjluﬁhlrawumlianuummalmjmmﬂ.m»ﬂ.uhﬁmlmﬂunth'mnn'.mwmmmnwm1
wulnouuum-.-mwmmmwmmwmmimmw.mmhmngmmmmm&um
Mmmnumutmhmd:ﬂmn.ﬂmmu&#mﬂmMwmwm.
1) ¥R N W wEE W e W e e, 8 (de) st e 61 e wom § s wEEm A W S W sty wm ¥ v 4o =,
w.ﬂil#dmwmiiﬁmi,m*ﬂﬁm'mﬂ.m.mgﬁm##m!ﬂ'#mﬁdumm S W e
imﬁthmtrﬁmwmﬁmiﬂ-wﬁﬁifmw wike” = whegs
:H:m;nwim{‘Fkium.u.ﬂﬂtMiﬁmiMiﬂiﬁnmmwmﬂmmwﬂlﬂ
‘i e T sofied w Fote 5w Al sl

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wsme g ®)

By affaing hereunder, sagnalite of ut Authorised Signtoty for recommending this caseipatmnt for fiancial asaistance from Koshika Foundstion, we
(Hospital) herely affirm & accep! following:
11lhamumhmammnﬁywwlhmmwﬂﬂﬂnmmmmmermrmm.lormnumpum‘nmn
rnmmgmimmumhﬁnﬁmmlm.mﬂwe:mnu:mumruug;mmw#mm Foundation, If the requesied assistance is nol granied
by Koshika Foundation. in part ot in full |h|nmsﬂmm1rnmnnnnwbmnhuphmﬂalhmmwmnecumuﬂwmm This
mmmhnﬂmmmmmwwnulavailanromummmm&mﬂm“ymrﬂGOwwnmﬂnm.
2} The nssatance from Keshika Foundation i anly tingncial in naliire. The choice of the treatment/procedure advised/conducted by the Hospital ot the
w.uhmdmmwlummmm&mmm‘mummmmwmw Haenice, the Hospital will
mmuwhlmrﬂntammmmqulmnmhnm&mmm& nhtrdﬁipﬂﬂLlMHWﬂthudﬂhﬂﬂhlnmrﬂﬁmmﬂﬂhy

in this matier
mm.mrunmﬂmm*mm‘ammnmtﬂl.MntMJﬁnm*w:ﬂmwﬂh
s d e s qﬂnﬂ!ﬂnmhﬂtmﬂﬁuﬁﬂn*ﬂmﬂdiﬂiadI.Hhﬂ'ﬁwwﬁn'
ﬂmmhmimi'mm'mmﬂkinﬁ'ﬁﬁmm'wmm s Een Ty = ) fewowm b s S
mn#mmwnmﬁqmimﬁwm‘mmhwﬁiwwﬂthmmmmﬁMHM

i wowrt s w Feell e s @ W) el
z.‘m-m'idﬁmmmmﬂhﬂumwﬂdm-m#mﬂwﬁﬁm
emwﬁmtﬁr“mﬁmwﬁiﬂﬂ"mfmﬂmmuﬂmwﬂhmﬁmﬂﬁtmwﬁmﬁﬂwﬁwﬂﬁm

W o et W e i T TSt et F 0w

LD,
RECOMMENDED FOR ACCEPTENCE ' ]
B )t v % g Fefr
Dete of Surgery et e T = Mr LAKSHMIPATHI N
oy v L FDr. PREETHIZB K} Senior Manager
guna Eyu Laltc 1TUsy

FOR INTERNAL USE'o? ROSHIA FOUNDATION avais 7w 1t 11172 0,80
— : [P | B T e Ll Lt Db ) 620
SIGNATURE G TRUSTEET — ~IGNATURE of TRUSTEE 2

2 T | " v 2

&’ AT

17.11.2025



